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AGENDA

1. Introductions  

2. National Committee on Quality Assurance Patient Centered Medical Home (NCQA 

PCMH)………………………………………………..……..…………………….Pamela Lester IME

3. Health Home Case Study or Health Home Spotlight…………………………Health Home

4. Open Discussion………………………………………………………………….…All 

(Open discussion on current issues or barriers, potentially leading to future monthly topics) 

Coming up:

Spring Learning Collaboratives:

 April 12, 2021, Spring Learning Collaborative, Creating and Maintaining Relationships 

with Guardians and Providers, Guardians of NE Iowa

 April 12, 2021, Spring Learning Collaborative, How to collect your own data/Measures 

your own performance (Creating Action Plans to take home), Amerigroup

 April 19, 2021, Spring Learning Collaborative, Health Home Core Services and Roles, 

Iowa Total Care

 April 26, 2021, Spring Learning Collaborative, Benefits of Health Homes/Interventions for 

members with SMI/SED, Amerigroup
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• Mute your line

• Do not put us on hold

• We expect attendance and engagement

• Type questions in the chat as you think of 

them and we will address them at the 

end. 

Logistics
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• Understand care management as it 

relates to PCMH and Health Home

• Identify PCMH and Health Home 

similarities between Comprehensive 

Assessment and Person-centered care 

plan 

• Discuss quality improvement activities to 

meet the requirements of both 

Objectives

Month 01, 2018
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• Care Management: Activities performed 

by Healthcare professionals to improve 

patient outcomes

• Care Plan: Individualized instructions and 

interventions given to the 

patient/family/caregivers and other 

providers in writing 

NCQA Terminology
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Comprehensive Care Management

The initial/ongoing assessment and care management 

services aimed at the integration of primary, 

behavioral/specialty healthcare, and community support 

services, using comprehensive person-centered care 

plan that addresses all clinical and non-clinical needs and 

promotes wellness and management of chronic 

conditions in pursuit of optimal health outcomes.

Health Home Terminology 
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• Accountable Care Organizations (ACOs)

– Medicare Access and Chip Reauthorization Act 

(MACRA) 

• Chronic Care Management (CCM)

– Private Payers 

– Medicaid

• Patient-Centered Medical Home Recognition

• Health Home Requirements

Why Care Management
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• Consider the following (CM-01)

– Behavioral Health Conditions **

– High Cost/High Utilization

– Poorly Controlled or Complex Conditions**

– Social Determinates of Health

– Referrals by outside organizations (e.g., insurers, 

health system, ACO), practice staff, patient/ 

family/caregiver

• % of total population (CM-02)

• Applies a comprehensive risk stratification process for 

the entire patient panel in order to identify and direct 

resources appropriately (CM-03) 

PCMH Criteria for CM
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• KM-01 Up to date problem list with current and active 

diagnosis (MU) **

• KM-02 Comprehensive Health Assessment **

• KM-03 Depression screening adults and adolescents using a 

standardized tool (With follow-up Plan) **

• KM-04 Behavioral Health Screenings and/or assessments 

using a standardized tool **

• KM-05 Assesses oral health needs and provides necessary 

services during the care visit based on evidence-based 

guidelines or coordinates with oral health partners. **

• KM20 clinical decision support **

Comprehensive Assessment PCMH
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• Assess the member’s current and historical information provided by the member, 

the Lead Entity, and other health care providers that supports the member (KM-

01, KM-02, KM-06)

• Includes a physical and behavioral assessment, medication reconciliation, 

functional limitations, appropriate screenings, completed by a licensed health care 

professional within 30 days of enrolling  (KM-02, KM-03, KM-14)

• Member’s social environment so that the plan of care incorporates areas of 

needs, strengths, preferences, and risk factors (KM-02)

• Member’s readiness for self-management using screenings and assessments with 

standardized tools 

• Conducted at least every 12 months or more frequently as needed when the 

member’s needs or circumstances change significantly or at the request of the 

member or member’s support

• Implementing a formal screening tool to assess behavioral health (mental health 

and substance abuse) treatment needs along with physical health care needs 

(KM-04)

Health Home Comprehensive Assessment
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• All patients identified for care management need to have a person-centered care 

plan (CM-04) **

– To ensure that a care plan is meaningful, realistic and actionable, the practice 

involves the patient in the plan’s development, which includes discussions 

about goals (e.g., patient function/life style, goal feasibility and barriers) and 

considers patient preferences.

– Incorporates a problem list, expected outcome/ prognosis, treatment goals, 

medication management and a schedule to review and revise the plan, as 

needed. The care plan may also address community and/or social services.

– updates the care plan at relevant visits. A relevant visit addresses an aspect of 

care that could affect progress toward meeting existing goals or require 

modification of an existing goal.

• Documents patient preference and functional/lifestyle goals in individual care plans 

(CM-06)

• Identifies and discusses potential barriers to meeting goals in individual care plans 

(CM-07)

Health Home Person-Centered 

Care Plan
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• Includes a self-management plan in individual care plans (CM-08)

• Care plan is integrated and accessible across settings of care (CM-09)

• Creation of a person-centered care plans by a licensed health care 

professional with the member and individuals chosen by the member that 

address the needs of the whole person with input from the 

interdisciplinary team and other key providers organize, authorize and 

administer joint treatment planning with local providers, members, 

families and other social supports to address total health needs of 

members 

• Wraparound planning process: identification, development and 

implementation of strengths-based individualized person-centered care 

plans addressing the needs of the whole person and family

Health Home Person-Centered 

Care Plan
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• Practice provides a care plan to 

patients/families/caregivers (CM 05)

• Care plan is integrated and accessible 

across settings of care (CM-09)

Person-Centered Care Plan 

Shared
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Quality Improvement
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• Use your Electronic Medical Record (EMR) 

reporting system to identify predominate 

conditions and health concerns

– Risk stratification

– Diversity/cultural/language needs

– Social Determinates of Health (SDOH) as 

structured data

– Positive screenings and tests 

– Members with specific conditions

• Health Home Conditions

Understand Your Population
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• Sara (AGP) created an excel of assessment 
questions

• Create as much structured data as possible 

• The MCOs created a comprehensive assessment 
template 

• US Preventative Services Task Force (USPSTF) 
https://www.uspreventiveservicestaskforce.org/usp
stf/

• Bright Futures 
https://brightfutures.aap.org/Pages/default.aspx

Improve your Comprehensive 

Assessment

https://www.uspreventiveservicestaskforce.org/uspstf/
https://brightfutures.aap.org/Pages/default.aspx
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• Where is the care plan located in the 

patient record

• Ensure there are patient goals

• Document barriers

• Educational resources provided

• Ensure care plan prints with visit 

summary

• Structured data fields 

Improve Your Person-Centered 

Care Plan
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Examples
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Example of Structured Data 

Fields
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CCM Module 

(Detailed Care Plan)
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• Asthma action plan

• Something that empowers patients to 

take care of their health based on their 

self-management goals. 

• Self-check plan

• Apps and websites

Sample self-management tools 
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• Economic Stability 

• Education

• Health and Health Care

• Neighborhood and Build Environment

• Social and Community Context

Healthy People.gov for ways to address SDOH
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources#

Social Determinates of Health 

(SDOH)

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources


Title: Improving Care Management

Purpose/AIM

Action Plans

Tasks
• Make changes in our templates 

to easily capture assessment 
information as structured data. 

• Who/ When
• Staff Training on risk 

assessment, SDOH assessments 
including how to document.

• Who/When
• Staff training on the person-

centered planning process. 
• Who/When

A smaller PDSA has been used to 
identify areas of opportunities 
around the 3 identified tasks. This 
will continue until we meet our 
goal of 95% achievement in our 
assessment and care plan section 
of our QA documentation review. 

Causes

ABC Health Home has the PCP 
complete an assessment and plan. 
The Health Coach/Nurse Care 
Manager identifies gaps in care 
and coordinates a patient‘s care 
when they request. 

ABC Health Home aims to improve 
Care Management for our 
population to improve patient 
outcomes. 

Current Process

QA process determined that we 
have opportunities to approve the 
assessment and plan of care for 
members ensuring that all members 
of the care team work to their 
highest level and within their scope 
of practice. 

Assessment: lacked consistent 
documentation of  SDOH and risk 
assessment. Overall score on our 
assessment section was 55%

PCCP: lacked being member driven, 
reflecting members strengths, 
preferences as well as all of their 
needs. Overall score on our pare 
plan section was 33%

Outcomes

ABC Health Home has identified 
the need to better assess and 
plan patient’s care.

Background

Future Process

Team members will assess all 
patients for SDOH along with a 
risk assessment to improve how 
we identify patients in need of 
care management. 
For patients identified for care 
management, the nurse care 
manager and Health Coach will 
utilize the person-centered 
planning process to develop a 
patient-centered care plan based 
on the assessment and the 
patient’s identified needs. 

Documentation has improved 
and we have met our goal of 95% 
in the assessment and care plan 
section of our QA file review. 
We have also improved our 
outcomes measures
• Diabetes control 86% from 

80%
• Controlling High Blood 

pressure
Our staff have noticed an 
increase in patient engagement 
through the implementation of 
the person-centered planning 
process. Which we believe can 
be attributed to our improved 
outcomes.

Follow up
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Questions?
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Open Discussion


